Trauma specialists, emergency room physicians, neurosurgeons, physiatrists, and neurologists frequently encounter patients with acute moderate or severe traumatic brain injury (TBI). At the time of presentation, these patients are usually placed on an antiepileptic medication (AED) for seizure prevention. The current standard-supported by the 2003 practice parameter published by the Quality Standards Subcommittee (QSS) of the American Academy of Neurology (AAN)-is that these patients should be placed prophylactically on an AED for the first 7 days. If patients do not experience seizures, it is recommended that they are weaned off the AED. 1 This recommendation is based on two facts: 1) there is a significantly lower occurrence of short-term seizures in patients placed on phenytoin (PHT) versus placebo, and 2) whether these patients are weaned off AED or remain on it, their long-term seizure outcome is unchanged. In general, the Brain Trauma Foundation (http://tbiguidelines.org/ glHome.aspx; accessed 1/13/15) agrees with the recommendation from QSS of the AAN by stating, based on the review of the 1996-2006 literature, that the use of AED is indicated to decrease the incidence of early post-traumatic seizures within 7 days of injury but not for prevention of long-term seizures and post-traumatic epilepsy. These recommendations are based on studies published more than 10 years ago and may not reflect current practices and the availability of newer treatments, such as levetiracetam (LEV).
Observational and prospective studies conducted in the last 10 years in the critical care setting provide evidence for a trend in seizure prevention after TBI-a gradual but steady shift away from PHT to LEV with some suggesting that it may be time to replace PHT with LEV in the critical care setting. 2 However, is this shift justified by the currently available data? Sometimes, where clear scientific evidence is lacking, expert consensus needs to be used to guide therapy choices. This commentary will focus only on the use of prophylactic AEDs in the setting of acute TBI and the issue of presence (or absence) of equipoise between PHT and LEV.
In 1987, Benjamin Freedman provided the main and alternative definitions of equipoise. 3 Equipoise is defined primarily as "a state of genuine uncertainty on the part of the clinical investigator regarding the comparative therapeutic merits of each arm of the trial" with the alternative definition being the "present or imminent controversy in the clinical community over the preferred treatment" with the requirement of equipoise satisfied if there is a genuine uncertainty within the expert medical community-not necessarily on the part of the individual investigator-about the preferred treatment. 3 So, is there equipoise between these two treatments? Comparative studies of PHT and LEV in the setting of TBI provide conflicting evidence with some of them suggesting that LEV may improve long-term outcomes, 4, 5 while others suggesting lack of superiority of LEV over PHT. 6 
So, what is the physician to do in this setting?
To answer this question, we enlisted the help from the "Quantitative Practical Use-Driven Learning Survey in Epilepsy" (Q-PULSE) panel established in 2012 by the American Epilepsy Society. 7 
Survey Results
The panel was asked to answer 5 questions. The questions and a summary of responses are provided below.
Discussion
The results of this Q-PULSE survey provide expert opinion regarding the use of AEDs in the setting of seizure prevention after TBI. Since the initial publication of the AAN guideline, several changes have occurred in how we practice medicine. Of importance for the setting of seizure prevention in patients with moderate or severe TBI is the fact that new AEDs became available and are now in widespread use. Unfortunately, the use of these medications in this setting is not supported by Class I evidence. Thus, in place of such evidence, expert opinion is needed and frequently used.
A clear example of an equipoise between the two treatments is the study in which prospective data were collected from two institutions-University of Southern California (USC) and University of Maryland (UM)-the institutional preference at USC is to use LEV in this setting while at UM the preference is to use PHT. 6 In accordance with the institutional protocols, the majority of the 406 LEV-treated TBI patients enrolled in the study came from USC (81%), while 97% of the 407 patients treated with PHT came from UM. Thus, based on the enrollment pattern in this study, the equipoise between PHT and LEV appears to be self-evident-patterns of AED use between two major trauma centers are disparate despite expertise available at both-and the Q-PULSE experts have agreed with the notion of equipoise with 73% of them responding with an affirmative "YES" answer to the first question. The Q-PULSE experts felt, based on the currently available data, that LEV can be used in place of PHT and vice versa. Of importance is that 86% of the responders felt that scientific data played substantial consideration in their decision (Question 5).
Despite the implied equipoise from the current survey between the AEDs, 74% of the respondents indicated their first choice would be LEV, 10% indicated PHT, and 11% had no preference. Is this personal preference/experience, hospital protocol, AED price, or some other factor talking? Irrespective of the reason for this, the finding is clearly in line with the observed evolution in the treatment of patients with TBI with a gradual switch from PHT to LEV for seizure prophylaxis that is not sufficiently supported by Class I data. This observed change in practice pattern is likely related to multiple factors of which the clinicians are aware; that is, negative effects of PHT on post-injury recovery and longterm cognitive performance, high potential for pharmacokinetic interactions of PHT and concomitant medications, better cognitive outcomes of LEV in the setting of intracranial hemorrhage and long-term efficacy perceived to be similar between these AEDs. 4-6, 8, 9 However, only certain parameters of practice patterns change, which is reflected in the responses to the next questions (Questions 3 and 4)-the majority of the experts agrees that the AED should be discontinued after 7 days.
So, based on this Q-PULSE, one can draw two conclusions: 1) there appears to be, perceived by the majority, equipoise between PHT and LEV for seizure prophylaxis, and 2) the experts follow the published guideline while incorporating new developments into their treatment approaches. Another conclusion is also self-evident: more data are needed to guide the choices of physicians treating patients with moderate or severe TBI in the acute setting.
